M LWAUKEE NOTI CE OF DECI SI ON
M LW CO DSS PPRRO"P*O*S*E*D

1812 W OVERTURE AVE
M LWAUKEE W 53205

State of Wsconsin

Dat e: 10/ 09/ 03
ENVELOPE 01 Case Nane: JOHNNY KULKOALON
QUESTI ONS:  Ask your Werker. Case Number: 4000512749

Wor ker Name: ED DI LLON

Wor ker No: XCT049

Tel ephone: (414)-643-2322
JOHNNY KULKOALON
433 W WASH NGTON AVE
MADI SON W 53703

Dear JOHNNY KULKOALON,

This notice informs you of your eligibility for all the prograns of
assi stance available to you (and your famly) and gives reasons if

you are not eligible to receive them The notice is divided into two
sections. Section 1 gives a summary of the information contained in
this notice for each program of assistance for which your eligibility
determ nation is conplete. Section 2 lists each program of assistance
i ndividually and shows the cal culation of the budget and the resulting
benefit (when applicable). The infornmation in Section 2 may be
received in nore than one envel ope.

DI SABILITY OR OTHER NEED: If you have a disability, you
can ask for help. The name of the person who can help you is listed
at the top of this letter.

APPEAL RIGHTS: If you have questions or think this action
is wong, call the person listed at the top of this letter. A so, you
have the right to ask for an appeal.

Fair Hearing: If you disagree with this decision, you can

ask for a Fair Hearing and/or W2/ Child Care Fact Finding. Please
read Your Rights and Responsibilities for Wsconsin Wrks Servi ces,
Medi cal Assi stance and Food Stanps on the next page for nore
information. If you will need a | anguage translator, sign | anguage
interpreter, or other accommodation for a disability during the
Hearing, please include that information in your witten request for
a Fair Hearing.

SECTION 1 - Notice Eligibility Summary

In the summary bel ow, "Y' neans you are eligible; "N' means you
are not eligible, or you did not apply for the assistance; "M
nmeans you are eligible if you neet a Medicai d deducti bl e.

Medi caid For Families (Including Badgercare)

Cct Nov

2003 2003
JOSI E KULKOW.ON Y Y
JOHNNY KULKOW.ON Y Y

RCSI E KULKOALON M M



RI GHTS

AND

RESPONSI BI LI TI ES

PAGE



Case Nunber: 4000512749
Date: 10/09/03
Page 3

Pl ease call the M Iwaukee County Change Reporting Center at:
(414) 267-3500 to report changes for:

Food St anps

Medi cal Assi stance

Child Care

For W2-rel ated changes, please continue to contact your W2 worker.

If you are newly eligible for Medicaid, BadgerCare or Fam |y Pl anning
Wai ver, you will get an identification card, called a Forward card.
Read your Eligibility and Benefits booklet to find informati on on how
touse it. |If you already have a Forward card, you shoul d keep using
that card. The card nust be shown to your health care provider each
time that you get health care. |f you have gotten services since

10/ 01/ 2003, tell your provider that you are now eligible for Mdicaid,
Badger Care or Family Planning Waiver. |f you have paid bills for

the services, the provider may pay you back if the services are
covered under the benefit program |f you have questi ons about

your identification card, or need a new one, call 1-800-362-3002,
toll-free. TTY and translation services are avail abl e.

SECTI ON 2

I NFORVATON ABOUT YOUR FAM LY MEDI CAI D/ BADGERCARE COVERAGE
FOR OCTOBER 2003 AFAM

When you apply for Medicaid or BadgerCare we are required by law to | ook at
all categories of Medicaid to find the best benefit for you. This Famly
Medi cai d section includes information about your eligibility in Badger Care,
Heal thy Start, AFDC- Medicaid, AFDC- Rel ated Medi caid, Medicaid Extensions and
t he Continuous Eligible Newborn prograns.



W have eval uated your request for Famly Medicaid coverage. This section
details your eligibility for the nonth of October 2003 only.

El i gi bl e I ndividuals:
JOSI E KULKOALON

JOHNNY KULKOALON
-(This individual has a nmonthly prem umrequirenment. See details
bel ow)

I neligible Individuals:

ROSI E KULKOALON
-(You may be eligible for an MA Deductible. If you are eligible
for an MA Deductible, a detailed MA Deductible determ nation wll
be attached.)
-Chose to neet a MA deducti bl e rather than Badger Care.

Laws: 49.46 STS
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JOHNNY KULKOALON - Your prem umfor 10/2003 is $ 0.00. You will receive
addi tional information on how your prem uns are paid and when they are due.

FAM LY MEDI CAI D COVERAGE SUPPORTI NG BUDCET DATA
This financial calculation below applies to the follow ng individual (s):

JOHNNY KULKOWL.ON ( BO)

For Benefit from. . . . . . . 10/01/2003 through. . . . . . .10/31/2003
Sel f Empl oynment earnings . . . .: .00 Eli gi bl e Menbers . + 1

Enpl oynent Earned Income . . . .: .00 Count ed nenbers. + 1
Student Earned I nc Exclusions. .: .00 Test Child Count + 1

&G oss Earned Income . . . . . .: .00 Fetus Count. . + 1
Wrk Rel ated Expenses . . . . .: .00 AG Group Size. =4
Excess Self Enployment Exp . . .: .00

Dependent Care Expenses. . . . .: .00 Elig Test FPL % . .: 185%
Net Earned Incone . . . . . . .: .00 Incone Limt . . . .: 2836.67
Unearned Incomre . . . . . . . .: 1600.00

Child Support Incone . . . . . .: .00 Free Month. . . . . . Y

Child Support Disregard . . . .: .00 Premiuminc Limt. .: 2300.00
Countable Net Incone . . . . . .: 1600.00 Premi um Required. . : N

Prem um Anount For The Month . .: 60. 00

This financial calculation below applies to the follow ng individual (s):
ROSI E KULKOALON ( NAOR)

For Benefit from. . . . . . . 10/ 01/ 2003 through. . . . . ..10/31/2003



Earned Incone. . . . . .
Enpl oynent Deduction. . .
Dependent Care Deducti on.
Net Earned | ncone. :
Unearned I nconme. . .
Chil d Support/ Mai nt enance Pal d
Chil d Support Disregard.
Excess Sel f Enpl oynent Expense
Al'l ocat abl e I ncome . :
I ncone All ocated O.It
Incone Allocated In .
Your Budget abl e Net Incone .

Your | ncone Over Incone Limt
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| NFORVATON ABOUT YOUR FAM LY MEDI CAl DY BADGERCARE COVERAGE
BEG NNI NG NOVEMBER 2003 AFAM

When you apply for Medicaid or BadgerCare we are required by law to | ook at
all categories of Medicaid to find the best benefit for you. This Family
Medi cai d section includes information about your eligibility in Badger Care,
Heal thy Start, AFDC- Medicaid, AFDC- Rel ated Medi caid, Medicai d Extensions and
t he Continuous Eligible Newborn prograns.

W have eval uated your request for Famly Medicaid coverage. This section
details your eligibility beginning Novenmber 2003.

El i gi bl e I ndividuals:
JOSI E KULKOALON

JOHNNY KULKOALON
-(This individual has a nmonthly prem umrequirenment. See details
bel ow)

I neligible Individuals:

ROSI E KULKOALON
-(You may be eligible for an MA Deductible. If you are eligible
for an MA Deductible, a detailed MA Deductible determnation will
be attached.)
-Chose to neet a MA deducti bl e rather than Badger Care.

Laws: 49.46 STS

JOHNNY KULKOALON - Your premumfor 11/2003 is $60.00. You will receive
addi tional information on how your prem uns are paid and when they are due.

FAM LY MEDI CAl D COVERACGE SUPPORTI NG BUDGET DATA
This financial calculation below applies to the follow ng individual (s):

JOHNNY KULKOALON ( BC)

For Benefit from. . . . . . . . 11/01/03

Sel f Enpl oynment earnings . . . .: .00 Eli gi bl e Menbers . + 1

Enpl oynent Earned Income . . . .: .00 Count ed nenbers. + 1
Student Earned I nc Exclusions. .: .00 Test Child Count + 1

G oss Earned Income . . . . . .: .00 Fetus Count. . + 1
Wrk Rel ated Expenses . . . . .: .00 AG Group Size. =4
Excess Self Enployment Exp . . .: .00

Dependent Care Expenses. . . . .: .00 Elig Test FPL % . .: 185%
Net Earned Incone . . . . . . .: .00 Income Limt . . . .: 2836.67
Unearned Incomre . . . . . . . .: 1600.00

Child Support Incone . . . . . .: .00 Free Month. . . . . : N
Child Support Disregard . . . .: .00 PremumiInc Limt. .: 2300.00
Countable Net Incone . . . . . .: 1600.00 Premium Required. . : Y

Prem um Anount For The Month . .: 60. 00
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This financial calculation below applies to the follow ng individual (Ss):

ROS| E KULKOALON ( NAOR)

For Benefit from. . . . . . . 11/ 01/ 2003
Earned Incone. . . . . . . . . 0. 00

Enpl oynent Deduction. . . - 0. 00

Dependent Care Deducti on. - 0. 00
Net Earned I ncone. .o = 0. 00
Unear ned | ncone. . . + 500. 00
Chil d Support/ Mai nt enance Pal d - 0. 00
Chil d Support Disregard. - 0. 00

Excess Sel f Enpl oyment Expense - 0. 00

Al | ocat abl e I ncone . . = 500. 00

| ncone All ocated Cut. - 0. 00

| ncone Allocated In . + 799. 99
Your Budget abl e Net Incone . = 1299. 99 MA I ncome Limt . . . 229.77
Your Inconme Over Incone Limt 1070. 22

AEC8
Medi caid (MA) Deductible Notice

ROSI E KULKOALON - Your Deductible for FAMLY MEDI CAID for the deductible
period from11/03 to 04/04 is $6421.32. If you have and report nedical
expenses that neet or exceed your MA deductible, you nmay receive an MA card
for Medically Needy coverage.

Medi caid (MA) Deducti bl e

MONTH AMOUNT
11/ 03 1070. 22
12/ 03 1070. 22
01/ 04 1070. 22
02/ 04 1070. 22
03/ 04 1070. 22
04/ 04 1070. 22

TOTAL MA DEDUCTI BLE 6421. 32




